The Acceptability of Household Distribution Of Contraceptives in Zaire Among women who refused a method, the major reason given was opposition to family planning, reported by 34 percent of urban women and 18 percent of rural women. Another 23 percent of urban women and 15 percent of rural residents said they wanted to become pregnant, and 13 percent of urban women and eight percent of rural women said that they were already using a method.
In the second and third rounds of home visits among urban residents, an additional 17 percent and 10 percent of women, respectively, obtained a contraceptive for the first time. In the rural area, the comparable figures were 17 and nine percent.
In the urban area, more than half of the women who had obtained a contraceptive during the first round were revisited four to six months later. Eighty-three percent reported that they had at least tried the method they selected, and 51 percent reported that they were still using it. Continuation rates were highest among users of the pill and lowest among users of foam. Among women who were no longer using their contraceptive method, the main reason given was that the woman had become pregnant Household Distribution of Contraceptives in Zaire Known locally as PRODEF (le Programme d'Education Familiale), the project was launched in late 1980 with a baseline survey that indicated widespread knowledge of fertility control methods.5 Ninety-five percent of both urban and rural women knew at least one traditional fertility control method,* and about 80 percent had heard of at least one modern method. t Moreover, 73 percent of ever-married women had used a traditional method at some time. By contrast, only seven percent had ever used a modem method (10 percent of urban and seven percent of rural women), and only five percent of women aged 15-49 who were married or in union were currently using a modem method.
It was originally expected that PRODEF would be integrated with the delivery of three health services for children younger than five years of age. These services would provide drugs to combat malaria and helminths (an intestinal parasite) and rehydration salts. In fact, it was believed that this integration would be a prerequisite for the acceptance of family planning in a society where infant mortality is high and pronatalist attitudes prevail.
In Matadi, however, there were existing interests that might have been threatened by the introduction of low-cost medication for children. Thus, politics dictated that the family planning services, for which there were virtually no competitors, be launched without the other health interventions in the urban area. In the rural area, both the family planning and the child health services were provided.
To increase the availability and acceptability of family planning in the project area, four activities were carried out: group meetings, home visiting (including household distribution of contraceptives), supplying of existing dispensaries with contraceptives and drugs for children and establishment of community-based distributors (matrones) in rural communities where there were no dispensaries. This article focuses on the home visiting, which began in the rural area in October 1981 and in the urban area in July 1982, and specifically on the household distribution of contraceptives.
Teams of 10 home visitors in the urban area and five visitors in the rural area were responsible for canvassing the designated territory and visiting all women of reproductive age to discuss family planning and (in the rural area only) child health. The project called for three rounds of visits to the same population of women in each community with intervals of four to six months between visits. The visits lasted for 20-40 minutes each.
The home visitor approached each household and explained that she was part of the team from the local hospital that was visiting all the women to talk about the health of mothers and children. In rural areas, the visit began with the child health counseling regarding malaria, intestinal parasites and dehydration due to diarrhea. This segment included a participatory demonstration of the preparation of the rehydration solution. Interested women were then able to purchase chloroquine, aspirin, mebendazole and rehydration salts in limited quantities at nominal cost.
During the family planning discussion that followed, the husband was encouraged to be present. The discussion included the benefits of childspacing and an explanation of different contraceptives (the pill, foam, vaginal tablets and condoms, which the visitor carried, and the IUD and female sterilization, for which she could make referrals). If the woman was interested, the visitor would provide her with a free limited supply of one of the methods (one cycle of pills, one container of foam, a packet of vaginal tablets or one dozen condoms).
As part of the program's effort to establish a source for contraceptive resupply, each woman who obtained contraceptives was also given a coupon entitling her to one month's resupply free at an existing dispensary or, in rural communities with no dispensaries, from the matrone. The home visitor explained that after the coupon was used, additional contraceptives could be obtained at a nominal charge from the local dispensary or matrone.
Method Preference
The results presented here are based on information routinely collected by the home visitor during each of the three rounds of home visits. It should be noted that these are service statistics and not survey data; thus, it was not always possible to obtain all of the desired information.
In assessing the impact of the PRODEF home visits, it is important to estimate the percentage of the population that was reached. While there are no census data available for this region, it is possible to obtain a very rough estimate of the number of inhabitants in the project area from the baseline survey conducted prior to the initiation of service delivery.
The estimated study population was 133,000 in the urban area and 25,000 in the rural area. It was further estimated that women aged 1549 made up 21 percent of the population. About 50 percent of the urban women (13,965) and 60 percent of the rural women (3,150) were scheduled to receive home visits.
Although the visitors returned several times if an eligible woman was not at home, only about half of the designated population was contacted during the first round-approximately 43 percent of urban women (6,057) and 56 percent of rural women (1, 752) . The number of women contacted would have averaged about five per visitor per working day if averaged over the sixmonth period allowed for each round. In fact, each round took less than six months because of the many women who were not at home. The proportion of women visited was slightly lower in the urban area than in the rural area, probably because more urban women have outside jobs or other activities during the day. Also, in the rural area, the village leaders usually announced the arrival of the PRODEF team in advance so that women would be more likely to be at home. Method preference varied somewhat between the urban and rural areas and from one round to another. In the urban area during the first round, vaginal tablets were the method most frequently selected (39 percent), followed closely by the pill (35 percent). However, the proportion of new users selecting the pill increased during the second and third rounds, and the pill became the most frequently selected method, followed by vaginal tablets. It is probable that this increase in pill preference was more the result of a change in PRODEF policy than in consumer attitudes; after the first round, the PRODEF medical consultants recommended that the pill no longer be restricted to nonlactating women.
In the rural area, the majority of women who received a method during the first round Thirty-four percent of the urban women who refused did so because they were opposed to family planning. Another 23 percent desired a pregnancy, 13 percent claimed that they were already using a contraceptive and 11 percent said they were sterile. Only two percent cited fear of side effects as their reason for refusal.
In the rural area, the two main reasons for refusal were also opposition to family planning methods and desire for a pregnancy. tin the urban area, home visitors spoke to all women 15-49, including a number of unmarried teenagers. However, no contraceptives were supplied to these teenagers unless the parents were present and consented.
Note: na=not applicable.
While the rural data were less complete than the urban data, the rank order of reasons was similar in both cases. The only exception was a slightly higher proportion (six percent) of rural women than urban women who mentioned fear of side effects.
Follow-Up Data
In designing the PRODEF project, we decided to carry out three rounds of home visits to reach women who might have been absent on an earlier visit, to provide a second opportunity for women who had not obtained a method previously and to answer questions and provide reinforcement for those women who had received a contraceptive method.
Given that the population had very little previous experience with modem contraceptives, it seemed necessary from an educational point of view to provide them with repeated opportunities.
As the results in Table 3 (page 24) Household Distribution of Contraceptives in Zaire In the urban area, 37 percent of the women visited in the first round obtained a free contraceptive method; an additional 17 percent of the women visited in the second round and 10 percent in the third round obtained a method for the first time. How many of the women who took a method in the second and third rounds had previously refused, how many had been ineligible and how many had simply been absent in previous rounds is not known. Nonetheless, the data suggest that the second and third rounds of visits resulted in a substantial number of new users.
Data for the rural area show similar results. The percentage of women who first obtained a method declines in each subsequent round; however, new women are added to the project as a result of repeat visits to the same communities.
One of the criticisms of free household distribution of contraceptives is that many women may choose a contraceptive to please the home visitor or to take advantage of something free, but may never actually use it. In the second round, an attempt was made to obtain information on actual contraceptive use among women who obtained a method in the first round. The rural data on continuation lack internal consistency, and, thus, only urban data are included in this report.
In the second round, the PRODEF home visitors reached more than half (56 percent) of the women in the urban area who had been provided with a method in the first round. In each case, they inquired whether the woman had ever used the method and, if so, whether she was still using it and whether she had redeemed her coupon for a free supply of contraceptives at the dispensary.
Of the 1,261 urban women who had obtained a method in the first round and were revisited in the second round four to six months later, 83 percent indicated that they had used the method. The percentage having used the method was slightly higher among those who had chosen condoms (92 percent) and pills (87 percent) than among those who had chosen foam (80 percent) and vaginal tablets (79 percent).Furthermore, 51 percent reported that they were still using the method when visited the second time.
Continuation was higher for users of the pill (57 percent) and vaginal tablets (50 percent) than for users of the condom (47 percent) and foam (42 percent).
Data regarding redemption of the coupons are consistent with the reports of continued use. That is, in order for a woman to have been using contraceptives at the second visit, she would have to have used the coupon to get a resupply, unless she had not started use immediately after the first round, had interrupted use between rounds or had resupplied herself without using the coupon.
Women who had chosen the pill not only reported the highest continuation rate, but also were the least likely to still have the coupon (33 percent). Similarly, users of foam, who had the lowest continuation rate, were the most likely to still have the coupon (56 percent).
Among the women revisited in the second round were 615 urban residents and 73 rural residents who had obtained a contraceptive in the first round but were not using it by the time of the second visit. As Table 4 shows, the main reason given by both the urban and the rural residents was that the woman had become pregnant. Whether she was already pregnant before she began using the method or whether she became pregnant while using a contraceptive is not known.
The second most frequently cited reason in both areas was that the women did not know where to get resupplied. Other women knew where to get resupplied but felt it was too far away.
Fear of side effects, cited by only a few women as a reason for refusing the free supply of contraceptives initially (Table 2) To the contrary, the PRODEF activities have been well received, and several factors have worked to enhance acceptability. First, the director of the program is a physician native to the area who is well known by the rural population for his public health programs and outreach activities on other aspects of maternal and child health.
Second, all efforts have been made to respect the conventional channels of authority in introducing the program. The zone commissioners in the urban area and village chiefs in the rural area were fully informed of the project before it began, and they assisted in such program activities as assembling the village population for group meetings.
Third, in the planning phase, special consideration was given to social norms governing male-female relationships and the potentially disruptive effect of introducing contraceptives. As Ronald S. Waife has pointed out, modern family planning has no roots in traditional social conduct in Zaire.7 If births can be averted without polygamy and abstinence, there is little justification for a double standard of sexual conduct between men and women. As such, the introduction of contraceptives may threaten old cultural patterns. In an effort to minimize problems stemming from this cause, home visitors were authorized to distribute contraceptives to a woman only if her husband was present or gave his written consent. (Likewise, no contraceptives were given if the husband was interest- En la zona rural el programa se combin6 con la entrega de medicamentos para combatir el paludismo, los pardsitos internos y la deshidrataci6n producida por la diarrea entre ninios menores de cinco anios. La integracion del programa en los servicios de puericultura y la promoci6n de anticonceptivos como metodo para espaciar el nacimiento de los ninios se creia que eran requisitos previos para la aceptacion de la planipfcaci6n familiar en una sociedad donde la tasa de mortalidad infantil es elevada y predominan las actitudes pronatalistas.
En la primera de tres series de visitas a domicilio, el 37 por ciento de residentes urbanas y el 25 por ciento de las mujeres rurales eligieron un m4todo anticonceptivo y se les suministro gratis una cantidad limitada de ese anticonceptivo. Entre las mujeres premenopdusicas, que no se encontraban embarazadas y aquellas cuyos maridos consintieron en la utilizacion de anticonceptivos, las proporcionesfueron del 52 y el 40 por ciento, respectivamente. En la zona urbana las tabletas vaginales fueron seleccionadas por el 39 por ciento de las mujeres y la pildora por el 35 por ciento. La proporcion de las que eligieron la pildora aument6 en la segunda y tercera serie de visitas domrsticas debido a un cambio en la politica del proyecto que permitia a las mujeres lactantes elegir la pildora. En la zona rural no se tenian disponibles tabletas vaginales en la primera serie de visitas a domicilio, y el 54 por ciento de las mujeres eligio la espuma, el 23 por ciento el cond6n, y el 17 por ciento la pildora. Entre las mujeres que se rehusaron a seguir un metodo, la razon principal que se expuso fue la oposicion a la planificacionfamiliar, manifestada por el 34 por ciento de las mujeres urbanas y el 18 por ciento de las 
